To ascertain the influence of surgical delay on outcome after proximal femoral fracture in elderly females, a cohort study of patients presenting in 1987 was compared to 1989/90. Organisational changes in the intervening period were introduced to reduce delay to surgical intervention. Two hundred and eighty females aged 65 years and over presenting from the local catchment area of an acute inner-city teaching hospital were enrolled in the study. Seventy-nine patients received surgery in 1987 and 186 in 1989/90. The one year mortality was 34% and 26% respectively. The proportion receiving surgery within 24 hours rose from 34% in 1987 to 57% in 1989/90. The relative hazard of the group receiving surgery on day 2 in comparison to day 1 was 1.7 (95 % CI 1.0 to 2.9) when adjusted for co-variance of age and mental score. Medically fit elderly patients presenting with proximal femoral fracture have improved survival with early surgery within 24 hours of admission. Improvements in the organisation of hospital care will result in important benefits for the increasing number of elderly females presenting with proximal femoral fracture.
INTRODUCTION
Proximal femoral fracture in the elderly is a common condition occupying 25% of orthopaedic beds and has an attendant high mortality and morbidity. The influence of delay prior to surgical treatment in relation to outcome has been reported as both important'-8 and unimportant.9-"1 The intention to reduce surgical delay allowed the study ofoutcome to be undertaken before and after measures were introduced to effect such a change. This study was, therefore, undertaken to seek to clarify in aproximal femoral fracture population the influence ofsurgical delay with respect to outcome.
METHODS
All females aged 65 and over admitted to the Fracture Unit in the Royal Victoria Hospital from a defined geographical area were entered in the study. The admissions in 1987 were compared with the admissions in 1989 and 1990 . During the intervening period of one year (in 1988) considerable organisational efforts were made to reduce delay to surgical intervention following admission, in particular by improving theatre availability. Surgical and anaesthetic procedures were not altered. The type of fracture and time of surgery were noted, with patients being categorised according to time to surgery following admission into 4 groups -(1) within first 24 hours (day 1), (2) 24 -48 hours (day 2), (3) more than 48 hours (day 3+) and (4) no operative intervention. Additional information was gathered on a weekly ward round and included pre-admission drug therapy, social circumstances, mental score,'2 type of dwelling and level of independence. The data were updated at each weekly review, place and date of discharge were recorded, and survival documented from general practitioner or hospital records as previously described.' Patients were deemed to require long term care ifthey remained in hospital for more than 180 days.
Statistical analysis was conducted using SPSS. Data The patient details are listed in Tables I and II and  the outcome according to surgical delay in Table  III 
